SUMMARY Computed tomography has become established as complementary to aortography in the investigation of patients with suspected aortic dissection. Two cases of dissecting aneurysm are reported in which extensive aortography failed to show evidence of dissection. In both cases dissection was demonstrated by computed tomography. The diagnosis was confirmed in one case at operation and in the other case by follow up.
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It is suggested that computed tomography is the diagnostic method of first choice in aortic dissection. Because the dissection shown by tomography affected the ascending and descending thoracic aorta, operation was considered to be necessary and he was transferred to another specialist centre for this. Aortography was repeated there (fig 2) and again showed no evidence of dissection; because of this and the patient's stable clinical condition, operation was not performed and the patient was discharged for outpatient follow up.
Six months later, computed tomography of the thorax was repeated. The pleural effusions had resolved. The diameter of the aorta in the lower thoracic region had increased to 7 cm, calcified thrombus was seen within the aorta (fig 3) , and the crescent The patient remains well and has declined further investigation. CASE 2 Sudden severe interscapular pain developed in a 72 year old man while he was gardening. The pain persisted and he was admitted to hospital the next day. Hypertension had been noted in the past but was not treated. His blood pressure was normal (120/80mmHg), all peripheral pulses were present, and there was no cardiac failure and no murmurs. The electrocardiogram was normal. The chest x ray showed a wide superior mediastinum and a small left pleural effusion. Aortic dissection (probably type III, DeBakey's classification6) was diagnosed. Computed tomography with contrast enhancement was performed to confirm the diagnosis and to assess the extent of the dissection. It was reported to show dissection involving both the ascending and descending aorta. Cardiac catheterisation and aortography were thus indicated as a preliminary to operation.
At catheterisation the aortic pressure was there was definite dissection of the descending aorta. Tomography was repeated and showed that the dissection of the aorta started at or just beyond the left subclavian artery, ending midway down the descending thoracic aorta. There was visible leakage
Fig 5 Computed tomography of thorax, after contrast enhancement, caudal to the aortic arch in case 2. The ascending aorta is normal. In the descending aorta contrast mediumfills two channels separated by an intimalflap (black arrow). Within the large left pleural effusion there is an area of higher attenuation (curved arrow) showing contrast medium that has leakedfrom the aorta. of contrast medium from the aorta into the left hemithorax ( fig 5) . An operation was performed immediately.
At operation a large amount of fresh and clotted blood was found in the left chest, and an extensive mediastinal haematoma was confirmed. The dissecting aneurysm was identified; it extended from just distal to the left subclavian artery to 7-8 cm into the descending aorta. There was no evidence of dissection in the ascending aorta. The aorta was cross clamped above and below the dissection and a 26 mm woven Dacron graft was sutured into place. Six months after operation the patient is leading an active life.
Discussion
In case 1 the clinical details were suggestive of aortic dissection. As was then our practice, the initial investigation was by cardiac catheterisation and aortography. Although the study was of good quality, no evidence of dissection was found. Continuing clinical suspicion of dissection led us to perform computed tomography, and as a result the patient was referred to another institution for operation. There, normal findings on repeat aortography were interpreted as excluding the diagnosis of dissection and operation was not undertaken. Therefore we do not have surgical confirmation of the diagnosis of dissection, but the diagnosis is irrefutable on the follow up tomographic study (fig 3) .
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